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In earlier published case reports, ligation of the aneu-
rysm was suggested as a possible treatment, especially for
aneurysms located at the distal part of the PFA.16 Although
not supported by data, most authors now recommend
revascularization of the distal profunda after aneurysmec-
tomy, especially in the setting of an occluded femoropop-
liteal segment. An ipsilateral occluded SFA was present in
47% of the aneurysms in our series, and distal profunda
revascularization with graft interposition was used in 88%
of repairs. Preserving adequate blood flow to the thigh and
to important collateral circulation was one of the main
goals of the operation; in five repairs, this required reim-
plantation of deep circumflex femoral vessels in the graft.
This goal should be adapted to patient’s ability to tolerate a
potentially longer procedure and to the existing associated
occlusive pathology in the lower extremity.
Embolization may be an option when the PFAA is
located on the distal portion or on the branches of the PFA,
but we would reserve it for patients with a patent superficial
femoral artery.
A Dacron graft was used in most patients (82%). In all
femoral reconstructions for aneurysms, our practice is to
use Dacron, typically 8 or 10 mm in diameter. We have had
good results with this graft in the common femoral posi-
tion, and therefore, we used it for PFAA reconstruction. All
the grafts were patent at the time of the last follow-up and
no graft infections were noted. Aneurysmectomy and liga-
tion was performed in one patient who presented with
rupture; this was the only patient who required an above
knee amputation, which was done 2 years later, pointing
again to the necessity of revascularization every time when
feasible. The only patient in whom partial aneurysmectomy
with primary repair was performed presented with a recur-
rent thigh aneurysm 5 years later, which was successfully
embolized.
CONCLUSION
PFAA are rare, but often occur with synchronous an-
eurysms, and one-third present with complications of limb
ischemia or rupture from the PFAA or synchronous aneu-
rysms. The 13% incidence of rupture on presentation in this
series was lower than the 30% to 45% suggested by articles
reviewing published case presentations with PFAA. Be-
cause size alone may not be an adequate predictor of
rupture risk, good-risk patients with PFAA 2 cm should
have elective repair. Aneurysmectomy with femoral inter-
position graft is a durable repair and is recommended
instead ligation alone owing to the frequency of concomi-
tant SFA occlusion.
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DISCUSSION
Dr Amy Reed (Cincinnati, Ohio): I’d just like to make a
special comment and congratulate you on the presentation. Dr
Harbuzariu is a general surgery resident interested in vascular
surgery, and I applaud you for a great presentation. Certainly, this
is probably one of the larger series of profunda femoral artery
aneurysms that’s been brought to our attention, and I’m sure that
most of us in the room do not encounter this entity on a monthly,
yearly, or if ever, basis. So, I just have a few questions: First, what
was the size of the Dacron graft that you used and why did you
choose that versus an autogenous conduit? Second, in the manu-
script, you commented on the patient that underwent a successful
percutaneous embolization 2 years after endoaneurysmorrhaphy.
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Given that your operative time was over 5 hours and a 700 mL
blood loss, in retrospect would there be any endovascular options,
particularly in patients who have had prior incisions in their groin?
Dr Harbuzariu: Regarding the size of the graft, all the
synthetic grafts we used were No. 8 Dacron grafts, and the main
reason for this was to match the size of the arteries in those specific
repairs. In just one patient a vein graft was used, and that was the
patient who had an infected aneurysm. Regarding the potential use
of endovascular repair for this, I think it is a potential good solution
for patients whose aneurysms are located in the distal part of the
profunda femoris artery or its branches, where an endovascular
approach would not compromise the collateral blood flow to the
lower extremity, especially if those patients have a patent ipsilateral
superficial femoral artery.
Dr Ruth Bush (Temple, Tex): I have a question for you. You
had 11 patients that were asymptomatic and also 11 patients were
found to have synchronous aneurysms, making the assumption
that these perhaps were the same groups; otherwise, it will be very
difficult to find an asymptomatic profunda femoris artery aneu-
rysm. Tell me a bit about planning the operation in the asymptom-
atic patients who had synchronous aneurysms: Were these per-
formed as staged procedures perhaps with the concomitant
popliteal artery aneurysm repair, done in a different time or were
they were combined repairs?
Dr Harbuzariu: All these operations were done in one pro-
cedure. The only time when we actually staged the procedure was
in a patient who had a bilateral profunda femoris artery aneurysm
and we came back for the other site. Regarding the first question,
three patients actually had associated aneurysms in more than one
location. There was no correlation between associated aneurysmal
disease and the symptomatology related to the profunda femoris
artery aneurysm.
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